Objective-To study the prevalence and the characteristics of physiological valve regurgitation.
(mean (SD) 29-4 (7 9)) from the medical and paramedical staff and patients without heart disease agreed to be studied. Each had a "healthy heart" according to a clinical examination, electrocardiogram, chest x ray, and cross sectional echocardiography. The first 32 subjects examined were normal: none was subsequently excluded. DOPPLER 
TECHNIQUE
We used a commercial system (Vingmed CFM 700) with a 3 MHz transducer to provide simultaneous cross sectional echography, spectral analysis, and colour Doppler imaging. Spectral analysis with pulsed wave Doppler was obtained for a 7 mm sample volume. A wall filter was used for pulsed and continuous wave Doppler, with the lowest cut off frequencies when low velocities were read and with the highest when high velocities were read. Frequency analysis of the Doppler signal was carried out by a real time chirp Z transformer and full spectral analysis was performed at 100 mm/s. For colour Doppler imaging, the wall filter was set at 0 21 m/s, radial resolution was maximal, the frame rate used was [12] [13] [14] frames/sec, and the cineloop was used for systematic retrospective analysis.
Examination was undertaken with subjects supine or in the left lateral decubitus position. Each valve was evaluated by colour flow mapping and by pulsed and continuous wave Doppler echocardiography. We used the parasternal long axis, parasternal short axis, apical long axis, and apical four chamber views to image the mitral and aortic valves and the high left parasternal short axis view for the pulmonary valve.
For the tricuspid valve we recorded traces in the right ventricular inflow view and parasternal and apical four chamber views.
If the flow signal in colour Doppler flow mapping showed reversed flow away from the valve when the valve was closed regurgitation was said to be present. Signals of very short duration detected only at the time of valve closure were not regarded as true regurgitation. Studies with pulsed and continuous wave Doppler ultrasound were then performed to confirm the presence of regurgitation and to measure the maximal velocity of the jet.
If evidence of regurgitation was found, the last 56 colour images recorded with cineloop were studied immediately and the view showing the largest regurgitation was chosen. We used software programme incorporated into the equipment to trace the outline of the Our results showed that pulmonary, tricuspid, and mitral regurgitation were common in healthy individuals whereas aortic regurgitation was not. with structurally normal hearts. We found that right-sided regurgitation was almost always present and its absence was probably related to a lack of ultrasound penetration-. -Mitral regurgitation was also common but aortic regurgitation was rare. Regurgitation should be noted in the patient's records, but it must be stated that these flows are not abnormal.
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